G
reece joined the European Community in 1981 and, 3 years later, the Commission of the European Com munities provided financial and technical assistance under EEC Regulation 815/84 for the modernisation of the Greek mental healthcare system, with an emphasis on decentralis ation and the development of communitybased services, as well as the deinstitutionalisation of longstay patients and improvement of conditions in public mental hospitals.
Over the past 20 years, public sector psychiatry in Greece has shown notable progress in deinstitutionalisation and the development of rehabilitation services. The role of the large mental hospitals has gradually diminished. In the area of primary care, however, progress has been rather slow. Utilisa tion and training of primary care physicians have not been given the priority they deserve and much remains to be done in the areas of primary psychiatric prevention and sensitisa tion of the public to mental health issues, in spite of notable exceptions (e.g. the Athens Mental Health Promotion Project, 2003) .
In the early 1980s, psychiatric care in Greece was largely based on nine overcrowded, inadequately staffed public mental hospitals, and on a number of private mental hospitals (Christodoulou, 1970; Madianos, 1983; Stefanis et al, 1986) . Communitybased mental health services were underdeveloped and there were no psychiatric units in general hospitals. Thus, mental health services could not meet the needs of the population (Madianos et al, 1993) .
The urgent need to establish psychiatric units in general hospitals and to improve psychiatric education, as well as for more specialised training, full utilisation of other mental health professionals and revision of mental health legislation, had been stressed since at least 1970 (Christodoulou, 1970) .
Reform
Reform of mental healthcare became imperative in 1983 within the context of planning for the new National Health System in Greece. Law 1397/83, especially article 21, provided the basis for the decentralisation of psychiatric services (Sarantidis et al, 1992; Madianos et al, 1999a) .
The Greek government undertook revision of the psy chiatric care system by developing a 5year plan. As part of the response to a request from the Greek government for financial support, EEC Regulation 815/84, Programme B, was adopted in 1984 and provided a grant of 120 million ECU. The strategic objectives of the 5year plan in fact extended beyond 1989, up to 1995, and emphasised decentralisation of mental health services and the develop ment of communitybased services, deinstitutionalisation of longstay patients and improvement of conditions in the public mental hospitals, with special attention to the Leros Mental Hospital (Bouras et al, 1992; Christodoulou et al, 1994 Christodoulou et al, , 1999 Zissi & Barry, 1997) . In 1989, the Hellenic Psychiatric Association, following an evaluation by a task force, prepared a comprehensive report on the Leros asylum (Hellenic Psychiatric Association, 1989) and made a number of recommendations to the Greek Ministry of Health. One of these was the placement of a substantial number of patients, after appropriate preparation, in sheltered housing on the mainland. This was implemented by the Ministry with the financial and technical assistance of the European Union (EU) in 1990 and heralded the deinstitutionalisation of a great number of the then 1150 chronic patients at the asylum (Christodoulou et al, 1999) .
In 1997 a new multidimensional programme for the completion of the psychiatric reform, named Psychargos, was submitted to the EU and approved in 1998. This programme is divided into three phases: A, 1998-2001; B, 2002-06; and C, 2006-15 . The main goal of the programme is the deinstitutionalisation of the remaining 3000 longstay patients, with a parallel development of a total of 616 mental health services, residential alternatives and rehabilitation units. This paper examines the first strategic objective of the 20 year psychiatric reform programme: the deinstitutionalisation of the longstay patients in the nine public mental hospitals and the shift to extramural care and rehabilitation.
The setting
Greece has a total area of 132 000 km 2 . In the 2001 census the total population was found to be 10 939 605, of whom 3 756 607 lived in the Athens metropolitan area. The majority of the population (60%) live in urban areas and the rest (40%) in semiurban and rural areas. In this census, some 800 000 persons were identified as foreign immigrants, mainly from Albania, Bulgaria, Poland, other Balkan countries and the Middle East. The age distribution of the population was as follows: 0-14 years, 16%; 15-64 years, 68%; and 65 years and over, 18%. In that census, 48% of the population were classified as dependent persons.
Administratively, the country has 54 prefectures (Nomos) and 13 regions (each region consists of several prefectures). It should be noted that, in the majority of regions, the main towns of the prefectures are not far from the capitals of each region.
The social security system covers 100% of the popula tion for illness and 95% for disability and old age pensions. In 1995 the employment makeup by the main sectors of economic activity was found to be agriculture 21%, industry 29%, services 46% and administration 5%. The unemploy ment rate in 2003 was 10.8% of the labour force.
The study
To explore the effect of the psychiatric reform programme on patterns of psychiatric care, the following two groups of indicators were selected:  quantitative trends 
Findings
The number of longstay patients in public mental hospitals between 1984 and 2006 decreased by 80.8% and the total number of patients was reduced by 73.0% (Table 1) .
In Table 2 , the trends in the numbers of patients in eight of the remaining public mental hospitals over the period 1984 -2006 , and projected to 2012 , are shown. In 1984 and 2006 , the numbers of patients in a day's census in all public mental hospitals were 7487 and 2022 respectively. Three mental hospitals were closed in 2006 and by the end of the same year another hospital was due to have been closed. By 2012, three more mental hospitals are due to be closed. By then there will be only 130 longstay (geriatric) patients, at the Leros Mental Hospital, living in small pavilions. (Table 3) . There was also a marked increase in the number of mental health personnel working in the extramural services.
The increase in the total numbers of extramural facilities is also reflected in their increased ratios per 100 000 inhab itants: from 0.34 in 1984 to 1.32 in 2006. Places in day hospitals, psychosocial rehabilitation services and residential alternatives were also dramatically increased, or even created where previously there were none. However, the number of places in day hospitals per 1000 inhabitants still appears to be low compared with the populationbased ratios in other rehabilitation facilities.
With respect to the regional variations in the establish ment of alternative mental health services, although the majority of facilities were established in Athens and other big cities, significant numbers of mental health services of various types have been established throughout Greece.
Comment
It appears that between 1984 and 2006 profound changes took place in the mental health scene, especially in the public mental hospital sector. The data presented above provide quantitative evidence of progress in the following areas:
 transformation of the public mental hospitals, with the parallel deinstitutionalisation of longstay patients (Madianos et al, 1999b )  decentralisation of the mental health services by provision of communitybased structures, especially alternatives for community placement of discharged longstay patients (Zissi & Barry, 1997; Madianos, 2002) . In fact, the implementation of EEC Regulation 815/84, Programme B, within the period 1984-95, and the new Psychoargos programme have contributed to the gradual discharge of thousands of psychiatric patients. Nationwide, the programme provided the possibility of immediate deinsti tutionalisation of 889 patients through placement in 68 hostels and sheltered apartments, between 1999 and 2001. It is of note that the programme contributed to a significant shift towards extramural care and rehabilitation, with a total of 264 services in 1995.
The reduction in the number of beds in public mental hospitals has not been accompanied by an increase in the number of beds in private psychiatric hospitals, where a reduction has also been recorded. A similar finding was reported by Tansella et al (1987) in Italy.
By 2006 the number of longstay patients was found have fallen to 1091, from 5677 in 1984; obviously, these hundreds of patients will require further rehabilitation and community integration. It is true, for example, that few of the patients who receive occupational rehabilitation training eventually find a job consistent with the training they have received. In fact, most patients do not find a job at all, for a variety of reasons, including the high unemployment rate, particularly in the 25 to 30year agegroup.
Finally, the closure of the public mental health hospitals within 10 years, a policy already practised in other European countries (Thornicroft & Bebbington, 1989; Hall & Brocking ton, 1991) , seems to be realistic. In addition, legislation (Law 2716/99) on the sectorisation of mental health services has introduced the basic legal and managerial framework for the completion of the psychiatric reform.
In conclusion, it is evident that public health psychiatry in Greece has made significant progress in the areas of deinsti tutionalisation, decentralisation and rehabilitation. It is widely accepted that implementation of the psychiatric reform pro gramme , despite some inadequacies and Table 3 Alternative mental health services: numbers of psychiatric beds in general hospitals, extramural facilities and psychosocial rehabilitation places and residential beds, 1984-2006 1984 1987 1990 1993 1996 1999 2006 % change, 1984-2006 ganda, in common with many countries in subSaharan Africa, has many population risk factors predictive of high levels of mental disorder but poor coverage of mental healthcare (Kigozi, 2005) . Recent population studies con ducted in Uganda have shown rates of disorder in excess of 20% (Kasoro et al, 2002; Bolton et al, 2004; Ovuga et al, 2005) and the survey by Kasoro et al (2002) showed a high prevalence of patients with severe mental illness and poor access to services. There are 19 psychiatrists for 24.8 million people in Uganda, all but one of whom is based in the capital city, Kampala (Kigozi, 2005) . The provision of mental health services relies on the use of psychiatric clinical officers (a cadre of trained mental health workers, similar to community psychiatric nurses, who currently cover 18 of the 56 districts in Uganda), primary care per sonnel, nongovernmental organisations and members of the community. Liaison with traditional healers is encour aged (Ovuga et al, 1999) .
In addition to poor access to services, it is possible that ignorance and stigma prevent people with mental illness from seeking appropriate help, and that community at titudes and beliefs play a role in determining helpseeking behaviour, as well as the success of treatment (Hugo et al, 2003) . A strong element in the culture of Uganda is the collective nature of the people and this can be utilised in enhancing services. In order to develop mental health policy and services in Uganda, there is a need to establish a series of estimates of the extent of psychiatric disorder and knowl edge of local idioms, beliefs and management (Boardman & Ovuga, 1997) . The aim of this study was to examine com munity attitudes toward mental illness in urban and rural Uganda.
Methods
The study was carried out in 2002-03, when one of the authors (V.W.) was working as a visiting psychology lecturer at Mbarara University of Science and Technology. The study was a crosssectional survey exploring attitudes towards constraints, has had a significant, positive impact on mental health. On the other hand, much remains to be done in the areas of primary care, prevention, integration of psychiatric and medical services, evaluation of the quality of extramural services and the quality of life of the patients in these services.
